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WSHIP Plan 1 Policy

This Policy is issued to You by the Washington State Health Insurance Pool in
consideration of the payment in premium and the statements in the application
attached to this Policy. This Policy takes effect on the Policy Date shown on the

Schedule.
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Notice: Encouragement to use Network Providers
WSHIP has contracted with medical care providers and facilities in order to bring

You the highest quality medical care. Your Plan Administrator will provide You

with a list of these Participating Network Providers and facilities. You are strongly

encouraged to obtain all Covered Services from a Participating Network Provider.
If You obtain Covered Services from a Participating Network Provider, You are
not required to make payment at the time the service is received (except for

Pharmacy), and the provider may not charge You more than the amount allowed

by WSHIP.

On the other hand, if You obtain Covered Services from a non-Network Provider,
You may be required to pay at the time the service is received, and the provider
may bill You for charges that exceed the amount allowed by WSHIP.
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Covered Services received from Participating Network Providers or non-Network
Providers are payable at an 80% benefit rate.

Notice: Requirement to use Pharmacy Network Providers.

Pharmacy (Drugs)

All drugs, supplies, medicines and pharmacy services must be obtained at a

Network Pharmacy except for the following: Also see Parts J and N-J.

e Drugs dispensed by an Emergency care provider when related Emergency care
services are covered under this contract.

e A Network Pharmacy is not available within a 30-mile radius of the enrollee’s
home or prescribing Provider.

¢ Antigen and allergy vaccine when dispensed as set forth in Part N.

PART A PLEASE READ - 10-DAY RIGHT TO EXAMINATION

If You are not satisfied after reading Your Policy, return it within 10 days after
You have received it. Your premium will be returned and this Policy will be
considered as never in force.

PART B ADMINISTRATOR OF THE POLICY

You may notify the Administrator of the Washington State Health Insurance Pool
for any reason, such as return of this Policy for refund, verification of coverage or
submission of medical claims.

PART C RENEWAL OF COVERAGE
Subject to the termination provision, Your Policy will be renewed upon receipt of
premium within the 31-day grace period until You are eligible for Medicare.

PART D TERMINATION OF COVERAGE

Your Policy will terminate on the earliest of:

(a) The date premium is due and has not been paid.

(b) The date You are no longer a Washington State Resident.

(c) The date the maximum benefit has been paid by the Pool.

(d) The date Washington state statutes require cancellation of this Policy.

(e) The date You become eligible for Medicare.

() 30 days after the date We make inquiry concerning Your place of residence
or eligibility if You do not reply.

(9) The date that You become eligible for benefits under CHAMPUS.

This Policy is Renewable as Stated in Part C. We will return any unused
premium to You.

NOTE: When this Policy ceases, no payments for expenses incurred after the
termination date will be made regardless of the course of Treatment You may be
pursuing. However, if You are confined in the Hospital at the time this Policy
ceases, coverage will continue for that condition until the date of discharge from



the Hospital or exhaustion of benefits, whichever occurs first. Any premium due
will be deducted upon payment of the claims.

PART E PREMIUM CHANGES

Premium changes are based on Your attained age and type of plan selected or a
combination of these factors. Rates will be revised under this Policy in the same
manner the other Policies are with the same provisions and benefits, issued to
persons of the same classification. We will notify You 30 days in advance.

PART F DEFINITIONS
“Administrator” means that entity shown on the Policy Schedule as the
Administrator.

“Calendar Year” begins on January 1 and ends on December 31. The first
Calendar Year begins on the Policy Date and ends on December 31 of the same
year.

“Catastrophic Health Plan” means:

(a) In the case of a contract, agreement, or policy covering a single
enrollee, a health benefit plan requiring a calendar year deductible of, at a
minimum, one thousand five hundred dollars and an annual out-of-pocket
expense required to be paid under the plan (other than for premiums) for covered
benefits of at least three thousand dollars; and

(b) In the case of a contract, agreement, or policy covering more than one
enrollee, a health benefit plan requiring a calendar year deductible of, at a
minimum, three thousand dollars and an annual out-of-pocket expense required
to be paid under the plan (other than for premiums) for covered benefits of at
least five thousand five hundred dollars; or

(c) Any health benefit plan that provides benefits for hospital inpatient and
outpatient services, professional and prescription drugs provided in conjunction
with such hospital inpatient and outpatient services, and excludes or substantially
limits outpatient physician services and those services usually provided in an
office setting.

“Co-insurance” means that percentage of a covered charge that is payable by
You.

“Confinement” means You are a resident of a Hospital or Skilled Nursing Facility
(SNF) as a regularly admitted bed patient. It must be for a period of at least 12
consecutive hours and a Physician must recommend and supervise the
Confinement.

“Custodial Care” means services or supplies used when there is not a
reasonable expectation of a measurable progressive improvement in the
patient’s condition during the course of or immediately following use of such
services. Custodial care includes services or supplies which:



(a) Are furnished mainly to train or assist in personal hygiene or the activities
of daily living, rather than to provide therapeutic Treatment.

(b) Can safely and adequately be provided by persons without professional
licensure.

(c) Are requested by or for the convenience of the patient or the patient’s
family.

(d) Enable family members to work outside the home.

Activities of daily living include such things as:
(1) bathing or dressing;
(2) assistance with mobility; or
(3) feeding or taking oral medicines.

Such care is custodial regardless of:
(1) who recommends, provides or directs care;
(2) where the care is provided; or
(3) whether or not the patient can be or is being trained for self-care.

“Dependent Child” means all minor, unmarried natural, foster or adopted
children of the person in whose name this Policy is issued who have not reached
the age of 19. Dependent children also includes such children over the age of 19
who are chiefly dependent on the person in whose name this Policy is issued for
support and maintenance by reason of developmental disability or physical
handicap, provided that proof of such incapacity is submitted to the Pool within
31 days of the child’s attainment of age 19. See Part H for further clarification of
this definition.

“Durable Medical Equipment” is medical equipment designed mainly for use in
a Hospital for therapeutic purposes such as:

(a) Mechanical respirators.

(b) Hospital beds.

(c) Wheelchairs.

(d) Similar medical equipment designed mainly for use in a Hospital for
therapeutic purposes.

Durable Medical Equipment does not include domestic or recreational equipment
such as air conditioners, spas and exercise equipment, even if prescribed by a
Physician.

“Eligible Expense” means expense incurred for the Medically Necessary
Covered Services and supplies described in Section N. The services and
supplies must be ordered or prescribed by a Physician as needed for diagnosis
or Treatment. An Eligible Expense is considered incurred on the date it is
received.



“Emergency” means there is a sudden, acute and unexpected medical condition
which, if not immediately diagnosed and treated, could lead to additional
disability or death.

“Health Care Provider” means any Physician, facility or health care professional
that is licensed in Washington State and entitled to reimbursement for health
care services.

“Home Health Agency” means a public or private agency or organization
licensed and operated as a Home Health Agency in accordance with state law.

“Home Health Care Plan” means continued care and Treatment of an Insured
Person:
(&) Who is under the care of a Physician.
(b) Who, because of their medical condition, would need Hospital or Skilled
Nursing Care facility Confinement without the Home Health Care.

The Home Health Care Plan must be approved in advance in writing by the
patient’s attending Physician.

“Hospice Care” means a coordinated, interdisciplinary program provided by a
licensed hospice agency to meet the physical, psychological and social needs:
(a) Of persons certified by their Physician to be terminally ill.
(b) By providing palliative (pain controlling) and supportive medical, nursing
and other health services.
(c) Through home or inpatient care during the sickness.

“Hospital” is a facility licensed as an acute care Hospital that provides diagnosis,
Treatment and care of persons who need acute inpatient Hospital care under the
supervision of medical or osteopathic doctors. It must also be either:
(a) Registered as a general Hospital by the American Hospital Association
with accreditation from the Joint Commission on Accreditation of Health
Care Organizations.
(b) Licensed by the state as a Hospital.

When Treatment is needed for mental disease or disorder, “Hospital” can also
mean a place that meets these requirements:

(a) A facility that provides inpatient psychiatric services for the diagnosis and

Treatment of mental lllness on a 24 hour basis.

(b) Has rooms for resident inpatients.

(c) Is equipped to treat mental diseases or disorders.

(d) Has a resident psychiatrist on duty or on call at all times.

(e) As a regular practice, charges the patient for the expense of Confinement.



A Hospital does not include a Hospital or institution or part of a Hospital or
institution which is licensed or used principally as a clinic, convalescent home,
rest home, Nursing Home or home for the aged.

“Iliness” means a disease, disorder or condition which requires Treatment by a
Physician. It must result in loss independently of lliness and other causes.

“Investigational or Experimental Services”

A. A service is Experimental for an enrollee’s condition if any of the following
statements apply to it as of the time the service is or will be provided to the
enrollee. The service:

(1) Cannot be legally marketed in the United States without the approval
of the Food and Drug Administration (FDA) and such approval has not
been granted.

(2) Is subject to a new drug or new device application on file with the FDA.

(3) Is provided as part of a Phase | or Phase Il clinical trial, as the
Experimental or research arm of a Phase Il clinical trial, or in any other
manner that is intended to evaluate the safety, toxicity or efficacy of the
service.

(4) Is provided pursuant to a written protocol or other document that lists
an evaluation of the service’s safety, toxicity or efficacy among its
objectives.

(5) Is subject to the review or approval of an Institutional Review Board
(“IRB”) or other body that reviews or approves research concerning the
safety, toxicity or efficacy of services.

(6) Is provided pursuant to informed consent documents that describe the
service as Experimental or Investigational, or in other terms that
indicate that the service is being evaluated for its safety, toxicity or
efficacy.

As to the service:
(7) The prevailing opinion among experts as expressed in the published
authoritative medical and scientific literature is that:
(a) Use of the service should be substantially confined to research
settings, or
(b) Further research is necessary to determine the safety, toxicity, or
efficacy of the service.

B. In making determinations whether a service is Investigational or
Experimental, the following sources of information will be relied upon
exclusively:

(1) The enrollee’s medical records.

(2) The written protocol(s) or other document(s) pursuant to which the
service has been or will be provided.

(3) Any consent document(s) the enrollee or enrollee’s representative has
executed or will be asked to execute to receive the service.



(4) The files and records of the IRB or similar body that approves or
reviews research at the institution where the service has been or will
be provided, and other information concerning the authority or actions
of the IRB or similar body.

(5) The published authoritative medical or scientific literature regarding the
service, as applied to the enrollee’s lliness or injury.

(6) Regulations, records, applications and any other documents or actions
issued by, filed with, or taken by the FDA, the Office of Technology
Assessment or other agencies within the United States Department of
Health and Human Services, or any state agency performing similar
functions.

C. If two or more services are part of the same plan of Treatment or diagnosis,
all of the services are excluded if one of the services is Experimental or
Investigational.

D. The WSHIP Administrator will consult with its Medical Director who will then
use the criteria described above to decide if a particular service is
Experimental or Investigational. The Medical Director may consult with
independent experts as he or she deems necessary.

“Insured Person” means a person named as insured under this Policy, the
covered person receiving medical services. Also referred to as “You” or “Your.”

“Medicaid” means the federal-state assistance program established under Title
XIX of the federal Social Security Act. Also, referred to as “Medical Assistance”
under Title XIX.

“Medical Staff or our Medical Staff”, means the Medical Director for the Plan
Administrator and designated staff of the Administrator acting under his / her
direction; independent medical experts engaged by the Administrator or the
WSHIP Board of Directors or the Board Grievance Committee.

“Medically Necessary Care” means services or supplies provided by a
Hospital, Physician or other covered provider of health care services to diagnose
or treat an lliness or injury, which our Medical Staff determines is:
(a) Appropriate and consistent with the patient’s condition, diagnosis, lliness
or injury.
(b) Consistent with standards of good medical practice in the United States.
(c) Not primarily for the personal comfort or convenience of the patient, the
family, doctor or other provider.
(d) Not “Investigative or Experimental Services”.
(e) Not allowed for the scholastic education or vocational training of the
patient.
(f) In the case of inpatient care, such services or supplies could not be
provided safely on an outpatient basis.



“Medicare” means the federal government health insurance program
established under Title XVIII of the federal Social Security Act.

“Myofacial Pain Dysfunction (MPD)” is a disorder involving muscles
surrounding and adjacent to the Temporomandibular Joint (TMJ) area which is
characterized by:

(a) Preauricular-temporal, occipital and / or jaw pain.

(b) Spasm and / or tenderness of the masticatory muscles.

(c) Limited jaw movement.

“Network Pharmacy” is a pharmacy vendor which has contracted with the
Washington State Health Insurance Pool to fill prescriptions for persons enrolled
in this Washington State Health Insurance Pool Medical Coverage Contract.

“Network Provider” or “Participating Network Provider” is a licensed
provider of medical services for whose services Washington State Health
Insurance Pool has contracted to deliver covered medical services to persons
enrolled in this Washington State Health Insurance Pool medical contract.

“Our,” “We” or “Us” means the Washington State Health Insurance Pool.
“Physician” means one of the following licensed providers, but only when the
provider is rendering a service within the scope of his or her license:

(a) Doctor of Medicine (MD);

(b) Doctor of Osteopathy (DO);

(c) Dentist (DDS);

(d) Optometrist (OD);

(e) Podiatrist (DPM);

(f) Psychologist (Masters or PhD);

(9) Clinical Social Worker (MSW);

(h) Chiropractor (DC);

(i) Registered Nurse (RN);

() Naturopathic Physician (N.P.)

(K) Another provider required to be treated as a Physician under the

insurance laws of the state of Washington.

This definition does not include someone who is related to You by blood,
marriage or adoption or is normally a member of Your household.

“Skilled Nursing Care” means any Treatment that is rehabilitative in nature, is
required to restore an individual to his or her prior level of health after an accident
or lliness and hospitalization and is related to the condition which was the cause
of the Confinement. Skilled Nursing Care is any level of care greater than that
considered Custodial Care.



“Skilled Nursing Facility,” “SNF” or “Nursing Home” means a lawfully operated
institution that primarily provides inpatient Skilled Nursing Care or rehabilitation
services. Skilled Nursing Facilities must:
(a) Provide daily room and board.
(b) Provide daily, 24-hour Skilled Nursing Care.
(1) through one or more professional nurses;
(2) for persons convalescing from lliness or injury;
(c) Be supervised by a Physician or has available the services of a Physician
by an established agreement.
(d) Maintain adequate medical records.

SNF does not include a:
(a) Rest home.
(b) Place for Custodial or Maintenance Care.

“Temporomandibular Joint (TMJ)” dysfunction is a disorder of the
Temporomandibular Joint (the joint which connects the mandible or jawbone to
the temporal bone) which is generally characterized by:

(a) Pain or muscle spasms in one or more of the following areas: face, jaw,

neck, head, ears, throat or shoulders.

(b) Popping or clicking of the jaw.

(c) Limited jaw movement or locking.

(d) Malocclusion, overbite or underbite.

(e) Mastication (chewing) difficulties.

“Treatment” means the consultations, tests, procedures and interventions that
are:
(a) Customarily applied in the care of persons with similar complaints and
findings by similarly trained practitioners.
(b) Generally accepted as the effective elements of care.

“Usual, Customary and Reasonable Charge (UCR)” means the lowest of the
following:

(a) The provider’s actual charge to the patient after any discounts or other
reductions.

(b) The charge that is most frequently made by the provider to all other
patients for comparable services or supplies.

(c) The charge that is most frequently made by providers with similar
professional qualifications for comparable services or supplies within the
same geographic area.

(d) The charge for services or supplies generally considered by medical
professionals to provide substantially the same benefits at significantly
lower cost.

“Utilization Review Panel” or “Panel” means the Plan Administration Care
Review Unit.



“Washington State Resident” means a person who is domiciled in Washington
State for purposes other than obtaining insurance. “Domicile” denotes a person’s
permanent home and place of habitation. The domicile of any person shall be
determined considering the following factors:
(a) Registration and payment of Washington taxes and fees on motor
vehicles.
(b) Employment in Washington State.
(c) Registration to vote for state officials in Washington.
(d) Permanent home address in Washington.
(e) Expressed intent to reside in Washington State for reasons other than
obtaining insurance.

“You” or “Your” means the person named as Insured on the Plan Policy.

PART G PRE-EXISTING CONDITION LIMITATION.

The benefits of this Policy will not be payable for any pre-existing injury or Illlness
for the first six months following Your Policy effective date. A pre-existing
condition is an lliness, injury or condition for which medical advice was given, or
for which a Health Care Provider recommended or provided Treatment, or for
which a prudent layperson would have sought advice or Treatment within six
months of the effective date of WSHIP coverage.

The pre-existing condition limitation will not apply to pre-natal care. Maternity
delivery and postnatal care are subject to the pre-existing condition limitation.

Waiver or Credit of the Pre-existing Condition Wait:

The pre-existing condition wait time will be waived or credited to the extent that
You have been covered under a previous medical plan. The previous coverage
must not be a catastrophic coverage only plan. The previous coverage must
have been terminated no more than 63 days from the date You applied for
WSHIP coverage. If WSHIP receives Your application before the end of the
month following the month You applied to an Insurance Carrier, the 63 days will
be counted from the date the Insurance Carrier received a completed application
and health questionnaire form if required.

The Pre-existing condition wait time will be entirely waived for individuals defined
as an “Eligible Individual” according to the Health Insurance Portability and
Accountability Act. To be classified as an “Eligible Individual”, You:

(1) Must have had 18 months or more of creditable coverage without a break of
63 full days prior to applying for this Plan;

(2) Must have had the most recent prior creditable coverage under a group
health plan, governmental plan, or church plan (or under health insurance
coverage offered in connection with such a plan);

(3) May not be eligible for a group health plan;

(4) May not be eligible for Medicare or Medicaid;

(5) May not have lost the most recent coverage because of fraud or non-
payment of premiums;
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